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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives

_of nursing and other services in the facility. The |

policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.695 Contacting Local Law
Enforcement

a) For the purpose of this Section, the
following definitions shall apply:

3) Sexual abuse - sexual penetration,
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intentional sexual touching or fondling, or sexual

| exploitation (i.e., use of an individual for another

person's sexual gratification, arousal, advantage,
or profit).

b) The facllity shall inmediately contact local
law enforcement authorities (e.g., telephoning
911 where available) in the following situations:

3) Sexual abuse of a resident by a staff
member, another resident, or a visitor;

d) Facility staff shall be trained in

! implementing the policy developed pursuant to
| subsection (c).

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

Section 300.3240 Abuse and Neglect

e) When an investigation of a report of
suspected abuse of a resident indicates, based
upon credible evidence, that another resident of
the fong-term- care facility is the perpetrator of the
abuse, that resident's condition shall be
immediately evaluated to determine the most
suitable therapy and placement for the resident,

| considering the safety of that resident as well as

' the safety of other residents and employees of
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